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occurrence of paraplegia for type II extent with heart bypass, and
the rates of patch aneurysm. Now we no longer use Crawford
p
e
y
t
a
i
a
s
b
w
y
t
h
b
y
p
a
w
a
r
s
w
s
b
r
c
t
u
T3. Grabitz K, Sandmann W, Stuhmeier K, Mainzer B, Godehardt E, Ohle
B, et al. The risk of ischemic spinal cord injury in patients undergoing
graft replacement for thoracoabdominal aortic aneurysms. J Vasc Surg
1996;23:230-40.ubmitted May 14, 2010; accepted Sep 15, 2010.DISCUSSION
Dr R. Clement Darling (Albany, NY). Mark, those were
tremendous results, and obviously you’ve shown that you’ve taken
care of one of the most severe complications in thoracoabdominal
aneurysms in paraplegia.
One question I have is, have you used any other adjuncts
besides LA-FA bypass, such as an ax-fem?
And secondly, since you didn’t take it out of the variables, such
as cooling of the renals, it didn’t seem that you showed any benefit,
or do you firmly believe that that’s an important adjunct to
minimizing renal complications in this operation?
Dr Mark F. Conrad. We maintain that renal cooling is an
important adjunct because it minimizes the incidence of postoper-
ative renal failure, which can lead to hemodynamic instability and
delayed paraplegia. So this adjunct is an important component of
the procedure.
We have not used axillofemoral bypasses for distal aortic
perfusion. We essentially transitioned from the clamp-and-sew
method to the atrial-femoral bypass.
Dr Darling. Do you put the patients on atrial-femoral bypass,
or do you have one of the cardiac surgeons do it?
Dr Conrad. Dr Cambria puts the patients on bypass.
Dr Gustavo Oderich (Rochester, Minn). With the advent of
branched stent grafts, the potential advantages of open repair will
be to decrease paraplegia rates by avoiding coverage of the thoracic
aorta and reimplanting intercostals, and to provide a durable result
with low risk of interventions. I noticed that you used the “Craw-
ford patch technique” to reimplant the visceral arteries. We also
used to do that and have a rate of patch aneurysms in 10% to 15%
of patients. To achieve the goals mentioned above, we changed our
strategy from left heart bypass to hypothermic arrest mostly to
provide spinal cord and renal protection. The main reason for is theatches, and instead prefer complete separate revascularization of
ach branch. Can you comment on that, please?
Dr Conrad. When you use circulatory arrest on these patients,
ou are adding a whole new set of complications including addi-
ional bleeding and stroke risk, so this has not been our practice. I
m not familiar with your personal experience with individual
ntercostals grafts, but others have reported poor patency with this
pproach, as many of them have been shown to thrombose on
urveillance imaging. So we have continued with the inclusion
utton/patch technique.
Dr Roy Greenberg (Cleveland, Ohio). Mark, I thought that
as a really good paper and applaud your results. And I think what
ou guys have done is what we’re all struggling with, which is
aking our concurrent treatment groups and comparing them with
istorical controls, which may be recorded in a prospective data-
ase.
You know, our methods of open surgical repair are similar to
ours at the Massachusetts General Hospital, which is to use distal
erfusion, to use in-line mesenteric perfusion if possible. But the
rgument that we most frequently get in with vascular surgeons is
hether or not these should ever be done without perfusion
djuncts. And I was interested in what your thoughts would be
egarding the repair of thoracoabdominal aneurysms, more exten-
ive than type IV. Should such aneurysm repairs ever be considered
ithout perfusion adjuncts?
Dr Conrad. I don’t think so. Certainly, with the clamp-and-
ew methods, we found that in-line mesenteric shunting made a
ig difference in the visceral vessel ischemic time and minimizes
eperfusion injury. In addition, renal cold has significantly de-
reased our postoperative renal failure. So I think that for all type I
o III aneurysms, some type of distal perfusion adjunct should be
sed, and I regularly use renal cold with my type IV aneurysms.
hank you.
